Introduction
We report a study of ischaemic heart disease and duodenal ulcer in one of the very few populations in this country for which there are incidence data-that is, of new cases as they present. This population comprises the male doctors aged 35-64 holding policies for immediate sickness benefit with the Medical Sickness Annuity and Life Assurance Society Limited. A previous report gave a detailed account of the incidence of ischaemic heart disease in these doctors in 1947-50 (Morris, Heady, and Barley, 1952) , and here we deal with more recent experience up to and including 1965. Methods in the present study were identical with those used previously-all documents that did or might refer to cardiovascular disease were scrutinized by at least two of us. In addition, we have now examined the incidence of duodenal ulcer. There is much to suggest that doctors have changed some of their personal habits in recent years. It is certain that fewer are smoking cigarettes (Doll and Hill, 1964) , and there is a general impression that many are taking more exercise and have altered their diet. It is thus of particular interest to inquire whether there have been any changes in the incidence of ischaemic heart disease. In the case of duodenal ulcer there is considerable evidence (Morris, 1964) that it is becoming less common, but whether this reflects a true decline in the frequency with which the disease is now arising can satisfactorily be settled only from population incidence rates-which have hitherto not been available. Table I gives average annual incidence rates for ischaemic heart disease for the three periods under consideration-namely, 1947-S0, 1957-60, and 1961-5. " Incidence " is defined by a first episode (attack) of ischaemic heart disease causing absence from work for one week or more, or by death occurring within the first six days of a first episode (" sudden " death). Practitioners, 1947 Practitioners, -50, 1957 Practitioners, -60, and 1961 
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Discussion
There are some possible "technical" snags to these data. The nature and characteristics of the exposed populations may have altered between the late 1940s and the early 1960s. Thus in 1947-50 35% of the population were aged 50-64, while in 1961-5 the corresponding figure was 48 %. There are two main reasons for this change in age structure. Firstly, the 1947-50 population had aged some 15 years by 1961-5. Secondly, the numbers of men applying for immediate sickness benefit policies declined slightly between 1957-60 and 1961-5, as seen in the " total populations " of Table I , though the overall number of all types of policies issued by the Society increased. We have, of course, calculated age-specific rates throughout. There is no practicable way of determining whether there may have been other important changes in the population over the period. The proportion of general practitioners has been remarkably constant.
We also have to allow for possible changes in nomenclature and diagnostic fashions which might influence incidence rates by leading to the inclusion of individuals at one time who might be excluded at another. The term " angina pectoris " was used in about 6% of new cases in the 1961-5 series, but in 17% of new cases in the 1947-50 series. However, this change has been offset by an increase since 1947-50 of certification of " myocardial ischaemia "; in fact, the terms " angina pectoris " plus " myocardial ischaemia " were used in the same proportion of new cases in 1961-5 as " angina pectoris " alone in 1947-50. If these are accepted as interchangeable, the distribution of the three main first clinical presentations altered little over the period. Thus in 1947-50 angina accounted for 17% of the new incidents, " coronary thrombosis," etc., with survival for more than six days for 59 %, and "sudden death" as already defined for 24%. Corresponding figures for 1961-5 are 18%, 58%, and 21% (the remaining 3% being due to other diagnoses occasionally made-for example, " coronary insufficiency," and " left ventricular failure due to ischaemic heart disease " although these deaths were defined as occurring within the first six days they mostly took place very quickly.
Another "technical" possibility is that doctors who first developed ischaemic heart disease in 1961-5 tended more, or less, frequently than their colleagues in 1947-50 to take less than a week off work, so that incidence rates, as we have defined them, would be spuriously different for 1961 -5. In 1947 80% of first absences for "angina " and 97% of first absences for "coronary thrombosis " lasted more than a month. Corresponding figures for 1961-5 are 74% and 84%. Changes in length of absence are thus unlikely to be the reason for changes in incidence rates.
We have considered also whether alterations during the period in underwriting practice towards doctors already suffering from hypertension or diabetes (or, theoretically, from ischaemic heart disease), and consequently in the readiness of such doctors to apply for policies, might have changed the population at risk and so influenced the incidence rates. The brief answer is that there has been only one important change: up to 1957 a doctor known or found to be diabetic on first applying for a policy could not subsequently claim for incapacity "due to or arising from " diabetes, whereas since 1957 full cover with the ability to claim for diabetes and its complications has usually been granted, subject to an additional premium. This change is probably too recent to have any bearing on the results of our study, but any slight influence which it might have had would be in the direction of overestimating the relative increase in incidence between 1947-50 and 1961-5.
None of these "technical " snags especially affect the 45-54-year age group, in whom the only striking changes have occurred. Nearly all men first taking out immediate sickness benefit policies are under 45.
In summary, then, we found almost no change in the dootors' The figures in Table III refer to all deaths from arteriosclerotic heart disease, including coronary disease, and angina pectoris without mention of coronary disease-that is, Inter- (Morris, 1955) , and from pneumonia, venous and embolic disease, and cerebrovascular disease (Heasman and Lipworth, 1966) , as well as from ischaemic heart disease. The inclusion in Table III of deaths certified as "myocardial degeneration" in the general population would reduce the increase between 1947-50 and 1961-5 to 60% at 45-54 and to 20% at 55-64. Incidentally the doctors' figures show the importance of "sudden" death occurring in a first clinical episode in the total mortality from ischaemic heart disease: 57 deaths (see Table II ) out of 128 (see Table III ).
We can make two further comparisons from data collected (in the course of other studies) by the Social Medicine Research Unit. Between 1949-52 and 1959-66 " sudden " death in, male London Transport bus conductors at 45-54 from ischaemic heart disease rose by 160% ; at 55-64 it rose by 45%. Secondly, in a group of insurance salesmen, between 1954-6 and 1958-60, total incidence of ischaemic heart disease rose by 63 % ; at 55-59 it rose by 130% ; these increases took place over a considerably shorter period than those in the doctors.
The comparisons we have just made leave much to be desired, but it appears reasonable to conclude that the doctors had a smaller increase of ischaemic heart disease between the late 1940s and early 1960s than the average. That is to say, the doctors may have shown a relative improvement compared with other people.
It is very difficult to assess the effects that changes in personal habits-for example, cigarette smoking-may have had on doctors' experience of ischaemic heart disease. A number of studies have shown that the effects of cigarette smoking vary with age, both for mortality (Doll and Hill, 1964; Hammond, 1966) and for non-fatal clinical disease (Spain and Nathan, 1961 ; Paul et al., 1963) . In general, for a given level of smoking the effects are greater at 35-54 that at older ages. The bulk of the evidence linking cigarette smoking with various diseases accumulated between our first and second series-that is, between 1947-50 and 1957-60 . It is at least plausible that part of the doctors' relative improvement in their experience of ischaemic heart disease is a result of their smoking less. We do not know how typical the doctors studied were of doctors as a whole vis-a-vis smoking (and other) habits; however, our total populations have been large.
Duodenal Ulcer
Duodenal ulcer appears to be declining, as judged by clinical experience, by mortality, by hospital admission rates for perforation and for "cold" surgery, and by certified incapacity to work (Morris, 1964) . Taken together, these observations are likely to reflect a fall in the frequency with which the condition is arising in the population-that is, the incidence of the condition-rather than merely a decline in its severity. A study that has been specifically designed to study incidence is, however, the only certain method of investigating this point.
Method
Incidence was defined as a first episode of sickness lasting one week or more due to definite or possible duodenal ulcer, and all such cases were identified. Cases were classified as definite when the certificate referred directly to duodenal ulcer, or where there was reference to definite radiological evidence C BRITS MEDICAL JOURNAL 703 of duodenal ulcer. Into the category of possible duodenal ulceration we put (1) cases of haematemesis and/or melaena where the direct cause was not specifically given, and (2) a further small number of cases in which uncertain terminology nevertheless indicated likely duodenal ulcer-for example, duodenitis; we also included cases of peptic ulcer where no further information was given. All cases certified as gastric ulcer were classified separately; there were too few in any of the periods to calculate rates.
Results
Three periods again are considered-that is, 1947 is, -50, 1957 is, -60, and 1961 Table IV shows, there has been a fall in incidence of "definite" duodenal ulcer between 1947-50 and 1961-5 for all ages. 1947-50, 1957-60, and 1961-5 If " possible " cases are added to the " definite " it is quite clear again that there has been a substantial and steady fall.
Discussion
It is difficult to define the onset of any chronic disease, and in such conditions the definition of " incidence " must be operational. The definition we have used-the first claim to sickness benefit for duodenal ulcer-is reasonable; moreover, it did not alter over the period studied. Underwriting policy towards proposals from doctors with previous or present histories of duodenal ulcer, its complications, or severe recurring dyspepsia have also remained constant; in these cases the policy has excluded benefit for sickness due to or arising from these conditions. Some " technical " points to be borne in mind in interpreting the results have already been discussed (under " Ischaemic Heart Disease ") and so far as the denominator, or populations, are concerned the same comments apply. For the numeratorthat is, the cases ascertained-there are various possibilities to be considered. One is that diagnostic fashions may have altered and that doctors were less likely in We conclude that over the last 20 years there has been a true and substantial decline in the incidence of duodenal ulcer among these doctors. Our numbers of new cases and periods of observation are not enough to make possible a cohort study of the kind undertaken for mortality from duodenal ulcer by Susser (1967) . Susser's view is that mortality has declined because successive cohorts have carried with them progressively less environmental exposure to factors causing duodenal ulcer. However, mortality is a poor indicator of secular trend in a disease with such a low case fatality. To explain why incidence should be declining involves considering, for example, whether other states may be increasing, thus providing alternative outlets for frustration, tension, anxiety, etc.
